In this month's issue of Pediatrics, Mojtabai and colleagues 1 sound an alarm with 2 critical public health updates; depression is significantly on the rise in adolescents, with a 12-month prevalence of 11.3% in 2014 versus 8 6 This is congruent with and not better than an earlier 2001 study in which 26% to 27% of primary care pediatricians felt responsible for treating depression in children and adolescents 7 and most commonly cited the probably highly intercorrelated lack of training and lack of confidence as obstacles to providing such treatment.
The combination of these 2 findings leaves us with some new urgency. The causes behind a rise in adolescent depression should be investigated scientifically. The other problem, that of ever-increasing untreated youth depression, concerns all of us at a time when suicide is now the second leading cause of death for adolescents aged 15 to 19 years. 8 Depression is a sizeable and growing deadly threat to our US adolescent population. The prioritization of youth depression treatment of our US population health is imperative. In fact, the American Academy of Pediatrics recently updated its 2007 statement on recognizing suicide risks with a recommendation to routinely screen youth aged 11 to 21 for depression. 9, 10 Sadly, even if this important update influences primary care providers to screen more youth, there will never be enough qualified mental health specialists to take care of the 2.8 million or more adolescents per year, who, if screened and identified, will need treatment and monitoring for depression. 10, 11 The most recently updated Accreditation Council for Graduate Medical Education program requirements for graduate medical education in Pediatrics 11, 12 that trainees in neither specialty are clearly required to gain specific skills to tackle the plague of youth depression at a population level. In the Pediatrics requirements, the 1 specialty where learning to treat youth depression could be a large focus, it is not listed as 1 of the 13 key subspecialties from which 4 educational units are required. It is listed among 13 other subspecialties, from which up to 3 can be electively chosen for a rotation, in competition with all the key subspecialties. In the Child and Adolescent Psychiatry requirements, outpatient collaborative care is not mentioned.
Is it not time for educational requirements that reflect the urgent needs of our pediatric patients?
